he thought that this treatment was only applicable under very favourable circumstances but, more recently, Large (1964) has applied this method to poor-risk cases; out of a total of 18 patients only 2 died. He quotes the experience of Maddon & Tam (1963) in America who have treated 20 such patients with only 1 death. In the two latter series it is not clear how the patients were selected for treatment but, in any class of patient with this condition, such a low mortality rate is a very satisfactory result.
Because the results of conventional treatment are unsatisfactory especially in patients with a visible perforation (MacLaren 1957, Brown & Toomey 1960 , Bevan 1961 , Dawson et al. 1964 the time seems ripe for a more widespread trial of emergency resection. However, no definite conclusions can be made by using such a treatment on selected patients; the results will have to be judged by the effect on the mortality rates (in all age groups) of all cases occurring in a hospital practice.
What conclusions can be drawn from these two surveys ?
First, the age of the patient has a profound effect on the mortality rate of diffuse peritonitis; thus 'overall' figures without mention of the age groups may be very misleading.
Secondly, diffuse peritonitis is not a distinct clinical entity: its prognosis depends upon the causal lesion and the type of peritonitis. To estimate the effectiveness of antibiotics or any other treatment these factors must be taken into account.
Finally, in the consideration of the treatment of diverticulitis with peritonitis the type of peritonitis and the presence of a visible perforation are of considerable prognostic significance. Conventional treatment usually leaves the area of diverticulitis in situ; in the presence of a frank perforation the results of such treatment are bad. In patients with purulent peritonitis and no perforation the results are better but still not satisfactory. Emergency resection has given excellent results in a few small series and seems worth a more extensive trial. Appendicitis is the commonest cause of peritonitis. Maingot (1961) estimated that 40% of fatal cases of peritonitis are of appendicular origin. A study of the records of patients with appendicitis treated at University College Hospital since 1920 indicates that peritonitis accounts for an increasing proportion of the deaths from appendicitis and remains the commonest cause of death.
University College Hospital Series
The records of patients admitted to University College Hospital with a confirmed diagnosis of acute appendicitis during the period 1920-63 have been surveyed. Of the total of 6,054 patients, 3,854 presented without and 2,200 with peritonitis. The (Fig 1) . Peritonitis was the most frequent cause of death in the 138 fatalities (44%Y.) as shown in Table 1 ; furthermore, the proportion of deaths due to this complication appears to be increasing: from 32 % in 1930-9 to 75 % in (Table 2) . Of seven deaths since 1952, only one patient had symptoms for less than five days before presenting for treatment, all had advanced appendicular pathology and 5 died as a direct result of peritonitis (Table 3) . That progressively fewer patients are presenting with peritonitis is shown in Table 2 ; Fig 1 shows the association of advances in treatment with mortality rate in this group of patients.
Introduction
The Royal Portsmouth Hospital is a typical nonteaching hospital of 70 general surgical beds serving, with two other similar hospitals, a population of nearly half a million. A five-year review of spreading peritonitis has been carried out and an attempt made to assess the changes in prognosis since the introduction of modern methods of treatment. The records of this hospital were destroyed by a bomb in 1942 and comparison has had to be made entirely with other series.
.Etiology During the period January 1959 to December 1963, 323 cases of secondary peritonitis were treated. No case of primary peritonitis was seen. Appendicitis accounted for 211 cases (65 %), peptic perforation for 56 (17-3 %), and perforated
